Community-based therapists are frequently faced with the complex task of applying existing research knowledge to clients who may differ markedly from those enrolled in controlled outcome studies. The current study examines the utility of modular psychotherapy design as one method of facilitating the flexible delivery of evidence-based mental health services to ethnically and culturally diverse children and families. Modularity complements existing approaches to the provision of culturally sensitive, empirically informed treatment through its ability to balance the prioritization of research evidence and local practitioner cultural knowledge. Specific applications of modular principles to clinical work with diverse youth are highlighted. Special considerations and limitations relevant to modular psychotherapy and the overall mental health services research literature are discussed, as well as the continued importance of individual clinicians' cultural competence and use of treatment progress monitoring, both of which should be combined with identified treatment modules to support the delivery of high-quality care.
practice. Although these types of flexible service delivery models (including "transdiagnostic" approaches) have begun to emerge in the adult literature (e.g., Barlow, Allen, & Choate, 2004; Roy-Byrne et al., 2010) , they have been more extensively developed for children and adolescents; this is the primary focus of the current paper.
Culturally Adapted and Culturally Grounded Empirically Supported Treatments
Until recently, the psychological field has focused almost exclusively on highly structured, empirically supported treatment packages (ESTs; Chambless et al., 1996) as the primary vehicle for dissemination and implementation of research findings. Despite advances, there remain relatively few studies to inform the systematic and effective use of existing ESTs with ethnic and cultural minority clients, limiting the conclusions that can be drawn about their utility and generalizability (Bernal & Scharron-del-Rio, 2001; Huey & Polo, 2008) . As a result, some investigators have sought to adapt ESTs "to consider language, culture, and context in such a way that is compatible with the client's cultural patterns, meanings, and values" (Bernal, Jimenez-Chafey, & DomenechRodriguez, 2009, p. 362) . Although a number of models exist to facilitate cultural adaptation (e.g., Bernal, Bonilla, & Bellido, 1995; Hwang, 2009; Nicolas, Arntz, Hirsch, & Schmiedigen, 2009) , progress toward the development of a comprehensive set of adapted interventions has been slow. Furthermore, although culturally adapted interventions have generally produced medium effect sizes in meta-analytic reviews (Griner & Smith, 2006; Huey & Polo, 2008; Smith, Rodríguez, & Bernal, 2011) , there is conflicting evidence surrounding whether culturally adapted ESTs are any more effective than nonadapted ESTs (Benish, Quintana, & Wampold, 2011; Cardemil, 2010; La Roche & Christopher, 2009; Huey, 2012) .
Separate from the adaptation of ESTs for use with new populations, some authors have advocated for a "culturally grounded" approach to intervention development, which places values, beliefs, practices, and sociohistorical perspectives at the center of treatment design (e.g., Marsiglia & Kulis, 2009; Resnicow, Baranowski, Ahluwalia, & Braithwaie, 1999) . The goal of this approach is to create an effective and contextually appropriate intervention for a specific local population. Although they have the advantage of being culturally appropriate from the outset, interventions resulting from the culturally grounded approach are likely to suffer from longer intervention development timelines and limited scalability (Holleran Steiker et al., 2008) .
Evidence-Based Practice
In an alternative paradigm to culturally specific EST development (through adaptation or culturally grounded design), increasing attention has been focused on the identification and integration of the best evidence-based practices (EBP) in mental health care, with particular emphasis placed on the individual patient context. The American Psychological Association has defined EBP as "the integration of the best available research with clinical expertise in the context of patient characteristics, culture, and preferences" (American Psychological Association [APA], 2006, p. 273) . Use of EBP requires therapists to think systematically about integrating multiple sources of information, such as scientific research studies, experiential knowledge (e.g., expertise, insight), and key contextual evidence (e.g., intervention acceptability to a community; APA, 2006; Puddy & Wilkins, 2011) . In support of this perspective, Daleiden and Chorpita (2005) have articulated four distinct evidence bases to inform data-driven clinical decision making: general services research evidence (information drawn from the existing empirical literature), case history evidence (individualized, case-specific data derived from direct client interactions), local aggregate evidence (a.k.a., "practice-based" evidence, which summarizes case history evidence across caseloads, agencies, etc.), and causal mechanism evidence (a general and comprehensive understanding of etiological and treatment processes, based on theory and experience). Daleiden and Chorpita's model also frames data-driven decision making as a social process that incorporates both information sources (evidence bases) and the expertise and input of key decision makers, such as providers, clients, and supervisors.
Because of their individual limitations, all of the evidence bases need to be integrated to inform treatment planning and clinical decision-making for a given case. For instance, although causal mechanism evidence is the least standardized, it includes essential experiential and theoretical contextual knowledge. This source of evidence is likely to be particularly relevant when providing services to culturally diverse individuals, for whom research evidence is more limited. Consideration of causal mechanism evidence may allow a clinician to attend to a diverse range of information sources such as ethnographic research documenting how presenting problems and intervention approaches are experienced within a given sociocultural context (e.g., López & Guarnaccia, 2000) or specific theory-driven guidelines for structuring the work of multicultural therapists (e.g., Gallardo, Parham, Trimble, & Yeh, 2012) .
Perspectives on Services Research Evidence Generalizability to Culturally Diverse Youth
As described above, there are multiple ways to conceptualize the development and delivery of effective treatment technologies within contexts characterized by a high degree of diversity. The different approaches typically stem from key assumptions about the extent to which existing information from the general services evidence base (which is characterized by a high degree of internal validity) generalizes to clinical practice across populations and settings (external validity). Below, we briefly describe these assumptions and note how each influences the way general services research knowledge may be used in the treatment of diverse youth. Table 1 displays additional detail about the assumptions and their implications.
Existing Interventions Do Not Generalize Sufficiently to Other Groups, Unless There Is Specific Evidence to Support Their Appropriateness and Effectiveness
The assumption that research knowledge about particular interventions can only be applied to populations with which they have been tested adequately has two potential outcomes: (a) If the primary goal is to stay within the evidence base, the solution could involve developing and testing culturally grounded or culturally This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. adapted interventions, as described previously. These are specific to selected target populations (e.g., Hurdle, 2002; Nicolas et al., 2009) , yielding a unique protocol for each group intended to be served (e.g., a parenting program for urban, Asian immigrant families). (b) Alternatively-or simultaneously-one could assume that therapists with detailed local knowledge of a particular treatment context (e.g., culture, neighborhood, etc.) and understanding of relevant causal mechanism evidence should be wholly responsible for designing treatments for each individual case.
Existing Research-Supported Interventions Generalize to All Groups, Unless There Is Specific Evidence to the Contrary
This assumption suggests that research findings are sufficiently robust to generalize widely. In practice, this typically results in the application of interventions that match a child's presenting problem and age, without requiring that the treatment has been tested successfully with research participants who have similar characteristics on other dimensions of human diversity (e.g., ethnicity, country of origin).
Some Aspects of Interventions Will Generalize to Most Groups, but Local Adaptation May Be Needed
This assumption leads to at least two distinct, but overlapping, approaches to intervention design: (a) A "codesign" of treatment delivery in which the protocol authors specify the major therapeutic elements and a boundary of structure, within which a therapist could then determine specific aspects in real time to maximize its relevance to their clients (Chorpita, Bernstein, & Daleiden, 2011 ). An example of an intervention derived from this assumption would be a protocol that requires exposure for anxiety, but allows the therapist to determine how much time is needed to prepare the child and family based on their particular beliefs, mental health literacy, and so forth. (b) A quality-improvement approach in which specific components of interventions are incorporated into an existing model that otherwise may not have empirical support. These two approaches differ from those categorized under the first assumption because they do not result in a single, culturally appropriate intervention for a specific group, but a more general treatment package that can be flexibly applied to a wide range of groups. • Uses research knowledge (although more limited than 3a)
• Will likely result in smaller treatment effects that 3a.
• Is enhanced by a MFS, which allows adaptations to be tied to outcome
• Focuses primarily on intervention practices • May require a MFS (which can be cumbersome to implement)
Note. MFS ϭ measurement feedback system. This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
Each of the perspectives listed above represents a worthwhile area of pursuit. Table 1 displays the assumptions along with a number of pros and cons. For instance, although culturally specific interventions resulting from the first assumption have a high likelihood of being appropriate for a given population or context, the time and resources required to develop such interventions for all populations and presenting problems makes this approach impractical as the sole method of ensuring that culturally diverse youth and families receive high-quality services. Each resulting approach can also be categorized according to the extent to which it prioritizes general services research evidence versus local practitioner knowledge, including existing clinical practices and causal mechanism evidence. Figure 1 places each approach along these two dimensions. To date, the greatest time and resources have been devoted to research activities that follow the first two assumptions, which generally lead to approaches at polarized ends of the internal and external validity spectrum. Nevertheless, it is the third assumption that is most compatible with contemporary thinking about evidence integration and the application of EBP with cultural minority groups (APA, 2006) . Although the following sections will focus primarily on intervention approaches that stem from the third assumption, a multifaceted approach that also includes culturally grounded and culturally adapted interventions (assumption #1) is warranted to continue to improve the quality of services available to ethnic and cultural minority youth.
Although the third assumption necessitates evidence integration, the two resulting approaches differ with regard to their start points for adaptation. Codesign (3a) assumes that therapies are built together by a laboratory-based design team and a local agent who makes adjustments and adaptations to the therapy protocol in real time on a case-by-case basis. In this approach, a crucial task for the lab designer is to create an architecture that places appropriate constraints on practice (e.g., limits flexibility when it could be harmful), but allows for in-the-field adaptations that are systematic and easy to coordinate. The quality improvement approach (3b) begins instead with clinicians' existing practices, which may already be optimized for work with some cultural minority youth, and then builds in elements of practice for which there is research support. To varying extents, both approaches avoid assumptions about the complete generalization of research findings across groups, but also retain much of the information contained within the extensive scientific knowledge base. The codesign approach is also best conducted in the context of measurement feedback systems (MFS; Bickman, 2008 ) that allow some objective estimate of when particular criteria for adaptation are met using case history evidence derived from routine outcome monitoring (discussed further below). The following sections are intended to illustrate how a modular approach, driven by the third assumption and based on literature aggregation, is underutilized when addressing our field's current failure to apply scientific findings to human suffering on a sufficient scale (Kazdin & Blase, 2011) . Intervention codesign and quality improvement approaches will both be considered.
Modular Psychotherapy and the Distillation and Matching Model Modular Psychotherapy
Modular approaches to psychotherapy represent one way to construct interventions that retain the content and logic of therapy models but, within a codesign approach, provide an explicit framework for adaptation in real time. At a basic level, modular design implies that treatments can be subdivided into meaningful units, which can then be implemented independently or in complement with one another to bring about a specific treatment outcome (Chorpita, Daleiden, & Weisz, 2005b) . Modular psychotherapy design separates therapy content or procedures from the logic model for coordinating those procedures. For example, a module on relaxation would not have information within it that would dictate its position in the sequence of a larger therapy program. Instead, if used within the codesign approach, that procedure would be implemented according to a particular flowchart or logic model, which could indicate that relaxation is only delivered when a certain condition is met. When the rules for organizing the content are fully (or mostly, as is more realistically the case) separated from the content itself, it becomes possible to design thousands of variations from the same content.
Distillation and Matching Model
Recently, a distillation and matching model (DMM) was developed to facilitate intervention codesign and quality improvement by laboratory and field experts, thereby more effectively applying research knowledge in practice (Chorpita, Daleiden, & Weisz, 2005a) . The DMM provides a framework for aggregating data from the general services research evidence base and involves two primary steps: (1) distilling effective psychosocial treatments into sets of content elements and (2) matching those elements to client problems and other characteristics. Although research has indicated that problem area (e.g., anxiety, depression) is generally the most meaningful variable when distinguishing among sets of treatment elements (Chorpita & Daleiden, 2009) Figure 1 . Approaches to research utilization in the treatment of ethnically and culturally minority youth and the degree to which they prioritize research evidence and local knowledge. This document is copyrighted by the American Psychological Association or one of its allied publishers.
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sions, such as client gender, ethnicity, and other demographic variables. The DMM is a general framework for deriving commonalities from different interventions and linking them to client characteristics and not an intervention approach. Nevertheless, it may be used to inform modularized service delivery in either therapy codesign or quality improvement scenarios (as in the examples below). Evidence for the effectiveness of modular designs informed by the DMM is beginning to emerge. For instance, in a recent randomized trial, a modular codesign approach to psychotherapy for anxiety, depression, and conduct problems demonstrated superior outcomes to both standard-arranged treatment manuals (i.e., traditional ESTs) and usual care conditions when used with an ethnically diverse group of youth (Chorpita et al., in press; Weisz et al., 2012) .
PracticeWise Decision-Support Tools
One example application of the DMM and its principles comes in the form of a Web site which provides a regularly updated, meta-analytic tool: the PracticeWise Evidence-Based Services (PWEBS) database, drawn from youth psychotherapy outcome studies (PracticeWise, 2009) . By entering user-selected demographic and clinical data for a particular client of interest (i.e., problem type/diagnosis, age, sex, ethnicity) and indicating the desired "strength of evidence" (PWEBS users can indicate the level of evidence provided by different studies on a 1 to 5 scale; Level 1: "Best Support"), one can retrieve a report that aggregates the findings from all randomized trials matching the child's characteristics, including a rank ordered frequency count of the practice elements constituting those treatments. In this way, PWEBS is intended to inform clinicians about what treatments are relevant to the youth in question. Among its accompanying tools, clinicians are furnished with brief, written practitioner guides to facilitate the implementation of each indicated practice element, as well as an electronic clinical dashboard (a MFS) to track practice element implementation, facilitate routine treatment target monitoring (e.g., via standardized assessments), and integrate case history evidence into practice.
Applying Modularity to Culturally Sensitive EBP
An individualized, modular application of treatments has the potential to integrate various sources of evidence (i.e., local practitioner cultural knowledge/causal mechanism evidence, services research evidence, case history evidence) to support clinical decision making processes rather than making a priori assumptions about the role of cultural variables in individuals' lives. In this way, the modular approach may allow for relatively straightforward adaptation of practices to different cultural scenarios without necessarily threatening fidelity or requiring a new manual to be developed, tested via a randomized, controlled trial, and disseminated to practitioners; a process that can easily take more than 20 years to complete (Balas & Boren, 2000; Rotheram-Borus, Swendeman, & Chorpita, 2012) . Instead, the approach allows for microlevel adaptations to deal with different cultural phenomena as they arise. Nevertheless, because it is based on the information available in the empirical treatment literature, output from the DMM is limited to the extent that it does not provide specific information about how to facilitate a good fit between wellresearched practices and particular groups who receive an intervention. Fortunately, additional sources of causal mechanism information, derived from theory and provider experience, can help to obtain a successful fit and maximize the clinical utility of the practice elements identified. For instance, an Asian American youth struggling with depression, who may be more likely to try avoiding troubling thoughts instead of dwelling on them (Cheng, Leong, & Geist, 1993) , could potentially be a better match for behavioral activation or activity selection modules, which focus on increasing positive experiences, rather than modules devoted to cognitive restructuring. Modules can also be written to have broad applicability across situations, clients, and treatment goals to facilitate their integration into the existing rapport-building, engagement, and intervention practices of culturally competent therapists.
Indeed, culturally sensitive practices are themselves local technologies that often develop from local aggregate or "practicebased" evidence (Jensen et al., 2012) within particular servicedelivery contexts. When utilizing a modular approach, these technologies can be combined with information from the services research evidence base on a local level to create more relevant and accessible therapies for a broad range of youth. For example, an urban community mental health center that commonly uses neighborhood outreach workers to facilitate initial therapy engagement can incorporate a psychoeducation module into an initial session that involved the family, the outreach worker, and the therapist. Prior literature indicates that the ease with which new intervention strategies can be incorporated into clinicians' existing practices is one of the most important determinants of the adoption of new practices (Cook, Schnurr, Biyanova, & Coyne, 2009; Hays, 2009 ). In the recent randomized trial of a modular approach, clinicians in the modular condition also utilized more non-evidence-based treatment components than did those in the standard-arranged manuals condition, suggesting that a modular approach carries new opportunities for such integration (Weisz et al., 2012) .
Clinical Illustrations
Below, two clinical vignettes have been constructed to provide examples of how modular practices, supported using information sources such as the PracticeWise Web site, can be integrated into culturally sensitive treatment with ethnic minority youth. In the first, the PWEBS database is able to provide some specific direction to a practitioner treating a family from a particular cultural minority group and facilitate intervention codesign. In the second, such detailed information is unavailable and the practitioner must rely more heavily on other information related to culturally competent care in a quality improvement scenario.
Case #1
Xavier, a 5-year-old, second-generation Mexican American boy, and his family are referred for services at a local community mental health center (CMHC) in an urban area. Xavier has been exhibiting high levels of oppositional and noncompliant behavior at home and at school (e.g., defiant responses when told to perform age-appropriate tasks, losing his temper, and occasionally fighting with peers). Although these behaviors have been ongoing for more than a year, they have recently worsened in the school context. At home, Xavier is reportedly better behaved when his father is This document is copyrighted by the American Psychological Association or one of its allied publishers.
present and more disruptive during his absence. After receiving the referral, Xavier's therapist first follows her local CMHC standards for family engagement by making initial phone contact to clarify the purpose of the referral and to identify and troubleshoot potential barriers. Consulting some existing cultural resources available at her CMHC (books, colleagues) and recognizing that fathers from a variety of Latino backgrounds may be less likely to engage in family psychotherapy (Falicov, 2005 ; causal mechanism evidence), she makes a particular effort to encourage Xavier's father to attend the initial session by remarking on the notable impact of his presence on Xavier's behavior and eliciting his feelings of responsibility for well-being of the family. After an initial meeting, the therapist assesses Xavier using standardized behavioral rating scales administered to Xavier's parents and teacher as well as a structured diagnostic interview, arrives at a primary diagnosis of Oppositional Defiant Disorder (ODD), and searches the PWEBS database by entering Xavier's presenting problem, age, gender, and ethnicity into the search fields, a process that takes 15-20 seconds. Search results are instantaneous and produce findings based on three articles that contained relevant samples and produced positive results (Bagner & Eyberg, 2007; Barrera et al., 2002; Reid, Webster-Stratton, & Hammond, 2007) . Although 24 separate practice elements constitute the three protocols, the elements common to all protocols include the following: working with caregivers to increase (1) attention to positive behavior, (2) use of effective commands, (3) ignoring and differentially reinforcing behavior, (4) use of praise, and (5) use of time out, as well as (6) therapists' use of in-session praise and reinforcement. The therapist accesses brief practitioner guides for each of these elements and, when discussing the treatment plan with Xavier's parents, frames them as a skill-building program to further reduce stigma (McCabe, Yeh, Garland, Lau, & Chavez, 2005) . Based on their discussion, a decision is made to begin treatment by focusing on parental attention to positive behavior, using praise, and differential reinforcement of behavior. The therapist takes care to frame each component based on her understanding of how Xavier's parents currently express approval for positive behavior. Once parents show mastery of positive attention principles, differential reinforcement is introduced and the therapists takes time in clarifying the purpose of active ignoring (often viewed as culturally dystonic) to reduce misbehavior in a way that builds on rather than disrupts family relationships. Ongoing progress monitoring occurs using a standardized rating tool to evaluate Xavier's disruptive behavior over time. Weekly ratings are entered into a MFS, which allows outcomes to be linked to the application of different practice modules used in Xavier's treatment (case history evidence).
Case #2
Jane is a 14-year-old Native Hawaiian female referred to a community clinic by her primary care provider. She and her immediate family have recently moved from the island of O'ahu to the west coast of the mainland United States. Shortly before their move, Jane developed symptoms of posttraumatic stress disorder (PTSD) in response to being raped by an 18-year-old male cousin. She sleeps poorly, has frequent nightmares related to the event, reports difficulty concentrating, and avoids being alone at night (when the attack occurred). Her parents also note that she has seemed distant and detached since the incident but are unsure whether this is a result of the trauma or "just being a teenager." Jane's parents have also been hesitant to sever ties with the cousin and noted that they believe in maintaining all family connections, despite wrongdoing, something that has caused conflict between them and Jane. Searched in a manner similar to that described above, the PWEBS database indicates that no studies have provided evidence at the "good support" evidence level for female native Hawaiians of a similar age. In this situation, in which no specific studies match the exact combination of ethnic, gender, and presenting problem characteristics possessed by the client, the clinician is faced with implementing treatment elements "offlabel." Removing ethnicity as a search parameter on a subsequent query yields five articles that provide evidence for the effectiveness of psychoeducation (100% of the studies), cognitive restructuring (83%), and exposure (67%) in the treatment of traumatic stress. Although these have not been empirically tested with youth from Jane's cultural background, when paired with careful progress monitoring (case history evidence) to ensure that the treatment is having its desired effect, they nevertheless represent a promising starting point for building a treatment plan.
Although the therapist had no previous experience with Native Hawaiian youth, she carefully and directly assesses Jane's personal and cultural values and treatment preferences. Despite her dissatisfaction with her parents over their continued contact with her cousin, she has expressed a desire for ho'oponopono, a traditional intervention "to make right" (Kanuha, 2005) . Through consultation with colleagues, the therapist identifies relevant readings on the concept (causal mechanism evidence) and identifies points of connection to family communication training. Making use of the ho'oponopono structure, Jane's therapist meets with her and her parents simultaneously and, with the consent of the family, assumes the directive, mediator role of a haku. All statements by family members are addressed to the mediator, rather than to one another. During this time, the therapist incorporates multiple components of psychoeducation about trauma, its impact, and the potentially damaging effects of remaining in contact with Jane's cousin into ho'oponopono. The therapist also attempts to help each family member to identify and evaluate their cognitions surrounding Jane's trauma. However, this meets with limited success, based on symptom progress monitoring (case history evidence), as many of their explanations of the event are rooted in strong spiritual beliefs which the therapist is hesitant to challenge directly. Instead, having already secured family buy in, she transitions to more individual sessions with Jane in which she conducts a systematic exposure regimen. Ongoing monitoring of trauma symptoms and sleep using a MFS show a decrease over the subsequent eight weeks (case history evidence), indicating that the exposures appear to be effective for this particular case. After these therapeutic gains have been maintained for an additional two weeks, the therapist decides to introduce other relevant modules, including relaxation and communication skills for Jane to use when interacting with her parents.
Special Considerations When Applying the Modular Approach to Culturally Diverse Youth
Despite showing promise for increasing the availability of EBP for ethnically and culturally diverse children and adolescents, the modular approach and the decision support tools described above This document is copyrighted by the American Psychological Association or one of its allied publishers.
are not a panacea and should be evaluated in the context of a number of notable considerations and limitations. Issues discussed below include those that apply to the specific decision support tools described in this study as well as those that relate to the interface between modularity and diversity factors more generally. Modular approaches supported by the DMM are restricted first and foremost by the boundaries of the services research evidence base and its tendency to prioritize internal over external validity. Interventions based on this source of evidence still suffer from large amounts of missing information about how cultural minority youth respond to treatment, a limitation that is clearly reflected in the studies included in the PWEBS database. Table 2 displays ethnic group-specific findings, drawn from the PWEBS database, for different presenting problems. As can be seen in the table, up to 63% of the studies that have been conducted did not report ethnicity data and reports of ethnic representation differ by presenting problem. Among the more commonly researched problems (i.e., those with at least 20 studies), depression studies appear to have the most inclusive ethnic representation. These findings are consistent with other studies of the cultural relevance of evidencebased interventions and suggest that more inclusive studies are needed (e.g., Woidneck, Pratt, Gundy, Nelson, & Twohig, 2012) . As a consequence, it is possible to encounter a combination of client characteristics for which the literature provides no data to guide treatment. This "empty cell problem" was illustrated in the case example involving Jane and traumatic stress. The process of going "up a node" to a level where more evidence is available provides an opportunity to make clinical decisions based on related information even if specific findings are not available or sufficient for the client's ethnic group (Chorpita, Daleiden, & Weisz, 2005b) . In many ways, this is similar to the "leap of faith" required when implementing full EST protocols with novel groups for which there is no empirical support (i.e., approach #2; Table 1) .
Furthermore, the emphasis of the modular approach is primarily on psychotherapy content, but some cultural adaptations of interventions attend to both content and process (e.g., Hwang, 2009) .
Although the modular framework allows for the inclusion of nearly limitless culturally specific elements of the therapeutic process (e.g., taking longer to orient to therapy or particular modules, relationship factors), it does not provide specific recommendations for what those changes might look like. As discussed previously, existing decision support tools only provide a "jumping off point" for the use of EBP with cultural minority youth and must be combined with other knowledge at both the group (i.e., local aggregate) and individual (case history evidence) levels within a larger decision-making framework to be most useful (Chorpita & Daleiden, in press ). For example, knowledge about relationship building with diverse populations, a key element of effective interventions (Lambert & Barley, 2001) , could be derived from theory and personal or agency clinical expertise (causal mechanism evidence) as well as from the empirical literature on psychotherapy's common factors (general services research evidence) and, perhaps, data gathered from previous clients in the treatment setting of interest (local aggregate). As in any psychotherapy scenario, all available and relevant information sources should be integrated at all points of the psychotherapy process, as determined by key decision makers. In this way, the modular approach is not unique and carries the same limitations and opportunities inherent in any treatment approach. The value of modularity in psychotherapy practice in this context is that it requires that the coordination processes (e.g., logic models) and information sources and resources (e.g., codified psychotherapy procedures, measurement feedback) be more explicit, which fosters efficient and visible methods to manage the delivery of clinical care.
The possibility also exists that some modules/modular therapy content might be inappropriate for particular cultural groups (Hays, 2009) . Although the external validity of existing modules may be evaluated by formally testing them with samples of the cultural group for which they are being considered, part of this can also be achieved in the context of case history and local aggregate evidence where practitioners may select (or Note. The PWEBS database allows the user to indicate the level of evidence provided by different studies on a 1 to 5 scale, based on their design. Table  2 represents reported ethnicity for studies of interventions rated at Level 1 (Best Support) or Level 2 (Good Support). See Chorpita & Daleiden (2007) for specific criteria. Level 2 is similar to the American Psychological Association's operationalization of a "probably efficacious" intervention (Chorpita et al., 2002) . The database uses an inclusive "at least one" strategy in which treatment components are coded as effective for a particular ethnic minority group if at least one participant in a study was a member of that group (Chorpita & Daleiden, 2009 ); therefore, the actual ethnic representativeness of the outcome literature is likely substantially lower. This document is copyrighted by the American Psychological Association or one of its allied publishers.
deselect) certain elements in treatment and test any assumptions about differential applicability. Nevertheless, determining whether a module is truly applicable to a given case can be difficult. Based on findings that the efficacy of existing evidence-based interventions is not necessarily reduced when they are used unadapted with ethnic minority youth (Huey & Polo, 2008) , cautious application of any module that is indicated by a client symptom presentation may be appropriate when no other evidence (case history, local aggregate, or causal mechanism) clearly suggests it would be ineffective (Miranda, Nakamura, & Bernal, 2003) . In such cases, careful weekly standardized assessment of client progress (case history evidence)-which can be tracked using an electronic dashboard/ MFS or simpler paper-and-pencil methods-is all the more essential. Multiple authors (e.g., Borckardt et al., 2008; Jensen et al., 2012) have advocated for using such a case study approach, which allows for ongoing clinical hypothesis testing, to expand and evaluate the reach of empirical findings in the practice setting. Borckardt and colleagues (2008) suggest using continual assessment within the context of an A-B design to examine change from baseline (A) to intervention (B). When first applying new techniques to the treatment of specific groups of clients or presenting problems, case history and local aggregate evidence can allow practitioners to begin to examine for themselves which modules are effective or ineffective for which clients, under what conditions, thereby developing important practice-based evidence. This is advisable within a codesign or a quality-improvement framework. Perhaps most importantly, the claim that the implementation of modules can be effectively tailored at the level of the individual client presupposes a "culturally competent" clinician. Although APA (2003) guidelines have underscored the importance of cultural competence, there is still debate about the actual meaning of cultural competence as well as how best to develop and maintain the competence of clinicians. Sue, Zane, Hall, and Berger (2009) identified that definitions of cultural competence typically involve one or more of the following dimensions: (a) provider characteristics (e.g., cultural sensitivity, knowledge), (b) collections of skills or tactics to be utilized (or not) depending on the circumstances, and (c) processes involved in the interactions among clients, therapists, and interventions. Each of these conceptualizations is compatible with the modular approach and an individualized tailoring of therapy content. For instance, providers who have the necessary characteristics to function effectively when treating youth from particular cultural groups may already be adequately equipped to make initial determinations about the appropriateness of particular modules.
Finally, as research on modular approaches to psychotherapy continues, careful attention should be paid to the parameters of the concept of modularity, especially as applied with diverse populations, to determine what characteristics of modular psychotherapy approaches are most predictive of therapist acceptability and client outcomes. As a starting point for this work, we maintain that a "modular" approach should conform to the principles of modularity introduced by Chorpita et al. (2005b) , which include (a) partial decomposability, (b) proper functioning, (c) standardized interface, and (d) information hiding, although future research should evaluate the validity of this assertion.
Conclusion
The goal of the current study was to describe and evaluate ways in which modular psychotherapy design may help to bridge the gap between treatment approaches that prioritize research evidence and those that prioritize local knowledge when delivering interventions to ethnic and cultural minority youth. In many ways, modularity helps to address the impossible task of establishing sufficient treatment evidence for every psychosocial treatment package with every cultural (and subcultural) group, and may open the door for more effective and efficient dissemination and implementation. However, this does not imply that efforts to build an evidence base for individual ESTs with specific treatment populations should be curtailed. The representativeness of research samples must also be continually improved.
Furthermore, although it facilitates flexible treatment, the modular approach-whether applied within a codesign or quality improvement framework-complicates the clinical and research landscape relative to manualized ESTs by acknowledging the complexity of real-world cases, introducing a wider array of variables and variable combinations, and placing increased responsibility for culturally competent care and evaluation on clinicians. For this reason, further dissemination of the modular approach should occur alongside improved efforts to provide clinicians with more general training in cultural competence and quality assessment practices.
